Glue earalso referred to as secretory otitis media, serous otitis media, exudative otitis media, non-suppurative otitis media and tympanic effusionhas shown a remarkable increase during the past fifteen years in contrast to acute suppurative otitis media and discharging ear which are relatively uncommon in hospital practice. It is one of the commonest causes of deafness in school age children. Next to presbycusis (senile deafness) it is the commonest cause of deafness in the general population. Approximately 10% of all children are affected at some time in their early years. It is commonest during the school life of children and usually seen for the first time at about the age of 5 years. Over 85 % of patients are between the ages of 5 and 9 years. The incidence of diseases in infancy is not known but would be higher than generally realized. Fig 1 Malleus handle more horizontal and absent light reflex Fig 2 Typical appearance ofglue ear tympanic membrane. (Reproducedfrom Becker 1969, by kind permission)
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Clinical Findings
The commonest complaint is deafness (90 % of cases) noted either at school or by the parents, and this may fluctuate with cold. Other presenting symptoms are: otalgia in 60 %, upper respiratory infection in 40 %, otitis media in 30 % and tonsillitis in 18%. The typical findings are a dull, yellow, retracted tympanic membrane. The malleus handle appears shorter, broader and whiter than normal. The short process is very prominent. The mobility of the eardrum as tested by pneumatic speculum is impaired and the light reflex is absent (Figs I and 2). Sometimes the eardrum is so retracted that it may be mistaken for a perforation. In a personal series the tympanic membrane appeared dull and grey in 60 % of cases, while in 13 % it was dull and slightly pink; 15 % of cases had a slight and 9% a marked retraction; 3 % showed-a hair-line fluid level.
The deafness is conductive in type and usually about 30-40 dB. This may cause educational problems at school. The average distribution of hearing loss is shown in Table 1. In doubtful cases and in small children including infants, the indirect method of measuring compliance with Madzen ZO 70 impedance bridge or similar equipment is reliable in over 90 % of cases 
Etiology and Treatment
Although the exact cause is not known it is generally accepted that function of tl&e eustachian tube plays an important role. Allergy, bacterial and viral infection of the upper respiratory tract resulting in swelling and blockage of the eustachian tube' may cause glue ears. Specific medical treatment is instituted for infections or allergy of the upper respiratory tract. If there is a specific allergen to be found appropriate treatment is given but blanket use of antihistamines is not advocated. Surgical treatment mainly consists of myringotomy and evacuation of the fluid from the middle ear. Adenoidectomy is peiformed at the same time provided there is no contraindication such as cleft palate. Tonsils are removed only if there is history of recurrent tonsillitis and sinuses are washed out if shown to be opaque on X-rays. In patients where the middle ear fluid is very thick (glue-like jelly) and in recurrent cases, a drain or ventilating tube (grommet) is inserted in the tympanic membranes (Fig 3) . Controlled trial (Shah 1971) has shown that hearing remains satisfactory as long as the tube is in place and patent.
Although children are not encouraged to swim with the grommets in place, those who are keen swimmers are allowed to swim, provided they wear a cap and refrain from diving and underwater swimming.
A long-term review (Shah 1972) of successfully treated patients showed that over 86 % of patients had remained normal when examined after a period of eight to ten years. However, those patients who need more than two surgical treatments and have recurrence of glue should be followed up until they are aged 12 years or more. In spite of treatment 5-10% of patients will develop adhesive otitis media, disruption of ossicular chain and cholosteatoma formation.
